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LESSONS FOR IMPROVED CARE (LIC)—A PRE-EMPTIVE RISK MANAGE-
MENT STRATEGY WHICH ENCOURAGES CONTINUOUS LEARNING IN
CENTERS PERFORMING PERIPHERAL BLOOD AND BONE MARROW
TRANSPLANTATION
Aldous, K.M.1, Liebersbach, S.1, Scales, S.1, Smith, G.M.1, Cook, G.1
1Leeds Teaching Hospital NHS Trust, Leeds, United Kingdom.
Healthcare providers in the UK (NHS) pay around $750 million
a year in clinical negligence claims. The Yorkshire Blood and Bone
Marrow Transplant Program undertakes 150 transplants annually.
Whilst the host institution has a system for reporting serious
adverse events, research suggests lessons can be learned from
reporting near miss incidents that may result in poor quality care or
ultimately in a catastrophic event. Lessons for Improved Care
(LIC) is part of a wider Quality Strategy aimed at identifying risk
and improving quality within transplantation through continuous
learning. LIC builds on a government health department strategy
(an organisation with a memory) by encouraging staff to use a
reporting system that identiﬁes episodes where quality is compro-
mised. LIC involves completion of a pro-forma focusing on 3
areas: What happened? What immediate action was taken? What
could be done to prevent re-occurrence? A pilot is ongoing within
the Allogeneic Bone Marrow Transplant Unit (BMTU) to estab-
lish its suitability for implementation across the program. An LIC
Champion was appointed from within the unit. All BMTU staff
received a brieﬁng about the strategy and training. During the
pilot, 182 Lessons were reported and categorized (Table 1). The
pattern of Lessons was analyzed and action plans were formulated
to address issues raised. Pharmacy-related Lessons have resulted in
altered prescribing procedures and better integration with the
Pharmacy Team in development of treatment policies. Early prob-
lems identiﬁed with LIC included fear of blame and failure to
complete the pro-forma. These issues were resolved through im-
proved communication and training. Positive outcomes included
better two-way communication and the implementation of revised
procedures to ensure prevention of potentially major events. Human
error is cited as the cause of failure inmany systems, however, the fault
usually lies within organizational systems and processes which, if
addressed, would prevent the error or act as a safety-net. Systematic
reporting of near misses is seen as an important early warning of serious
problems. The YBMTP has, through a pre-emptive risk management
strategy in the LIC system, led the way in analyzing organisational
errors, learning from the processes to develop a systematic proce-
dural approach to prevent recurrence and avoid major incidents.
Table 1.
CATEGORY JULY 2005 AUGUST 2005
Transport 15 10
Specimen Issues 10 12
Facilities Issues 4 3
Pharmacy Issues 30 21
Medical/Nursing 18 15
Support Service Issues 9 8
Misuse of Equipment by Patient 0 5
Results Delayed 0 22
TOTAL LESSONS REPORTED 86 96
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EVALUATION OF FUNCTIONAL ABILITY AND SYMPTOMS POST AUTOL-
OGOUS TRANSPLANTATION
Brown, J.O.1, Anderson, K.O.1, Cleeland, C.S.1, Mobley, G.M.1,
Giralt, S.1 1University of Texas M D Anderson Cancer Center, Hous-
ton, TX.
Background: Following autologous transplantation, patients
typically experience multiple physical, cognitive, and affective
symptoms. These symptoms are associated with impaired function
and decreased quality of life. Patient function typically is assessed
using global measures of performance status. More comprehensive
assessment of patients’ physical function is needed to understand
the relationship of function to symptoms, quality of life, and
transplant outcomes. Methods: We recruited 20 patients with
multiple myeloma or non-Hodgkin’s lymphoma who were under-
going autologous transplantation. We collected symptom and
functional ability data at 3 timepoints (prior to high dose chemo-
therapy, at nadir, and at 30 days post transplant). Nineteen phys-
ical, affective, and cognitive symptoms were assessed using the
M. D. Anderson Symptom Inventory. Symptom-related interfer-
ence in daily activities also was assessed. The patients’ physical
performance was measured using 4 tasks from a reliable and valid
battery that assesses physical function in seated and standing po-
sitions. The tasks test both ﬁne and gross motor functions and are
measured on the basis of time or distance. The tests used were the
sock test, belt tie, sit to stand, and the 6-minute walk. Results and
Conclusions: Results of the functional assessments at the 3 time-
points and correlations of functional ability with symptom severity,
interference, and quality of life will be reported. The relationship
of patient function to transplant outcomes also will be discussed.
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IMPLEMENTATION OF ELECTRONIC SELF-REPORT ASSESSMENT-CAN-
CER (ESRA-C): SYMPTOM AND QUALITY OF LIFE SCREENING/MONI-
TORING IN TRANSPLANT AMBULATORY CARE
Ford, R.C.1, Berry, D.L.1,2, Lober, W.B.2, Wolpin, S.2, Karras, B.T.2,
Bush, N.3, Fann, J.R.1,2,3, McCorkle, R.4 1. Seattle Cancer Care
Alliance, Seattle, WA; 2. University of Washington, Seattle, WA; 3.
Fred Hutchinson Cancer Research Center, Seattle, WA; 4. Yale Uni-
versity, New Haven, CT.
Significance: Patients may present with several signiﬁcant prob-
lems in a transplant clinic visit and it is time consuming for care
providers to perform full assessments and evaluate the patient’s
concerns. The ESRA-C program provides the patient with means
to easily report problems, and the care providers with quick review
of the patient’s priorities. Purpose: To evaluate feasibility of the
web-based, ESRA-C program and randomized trial in the Seattle
Cancer Care Alliance ambulatory HSCT service. Theoretical
Framework: The Quality Health Outcomes Model; all patient
outcomes are mediated by some aspect(s) of the health care system
and/or patient characteristic(s).Methods:Clinician teammembers
gave informed consent. Transplant patients were offered the op-
portunity to hear more about this trial by team RNs during a
pre-treatment education session. Enrolled patients completed a
baseline assessment prior to mobilization or conditioning therapy
and transplant. The ﬁrst assessment (T1) consists of the Symptom
Distress Scale, the EORTC QLQ-C30, a pain intensity scale, and
a depression scale known as the PHQ-9. All questionnaires are
delivered via the Internet using a simplistic, touch screen interface
on a wireless notebook computer. Approximately 4 weeks later, a
second assessment (T2) is completed with the same questionnaires
plus a 5 item query of self-perceived changes in quality of life
status. Patient acceptability is measured at T2. A color graphic
summary is generated for those patients randomized to the inter-
vention group just prior to the patient/team visit. All enrolled
clinician/patient visits are digitally audio-recorded. Findings:
Since April 2005, of 63 clinicians approached, 58 enrolled (92%)
and 5 declined. Of 56 eligible patients, 47 have enrolled (83%).
Once initiated, all but 1 patient was able to complete the T1
assessment. Twenty-eight patients have completed T2. We will
update the enrollment details and present the descriptive results
from the acceptability measure. Implications: This successful im-
plementation of a symptom and quality of life screening and mon-
itoring trial builds the foundation of routine screening made pos-
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